Of these approximately 80% survived to hospital discharge. 1 We know less about quality of life after discharge than survival. For patients their quality of life after ICU is very important and informs whether they believe admission to ICU is or was in their best interests. There has been an increase in research over the past 15 years in quality of life after ICU that we will analyse and summarise in this systematic review.
This review will identify studies where validated measures of health--related quality of life (HRQoL) were determined after treatment in an ICU, and the time the measurements were taken. This will allow us to assess the HRQoL compared to the general population, how HRQoL changes with time after ICU discharge and variables affecting HRQoL. Other areas of interest include subdomains of HRQoL (especially the difference between mental health recovery and physical health recovery); method of HRQoL measurement; the length of follow-up and the loss of patients to follow-up over time.
It will also inform future research by identifying gaps in our knowledge or areas lacking clarity.
Objectives
A systematic review of all studies reporting the HRQoL for patients discharged alive
Strengths and limitations of this study ▪ We will focus on the general effect of intensive care unit rather than the conditions that cause admission. ▪ The review will only include those with a high inclusion rate so that the results are generalisable and will only include studies using validated quality of life measures. ▪ Recent studies have longer follow-ups and so we hope to see whether the improvement in quality of life continues or reaches a plateau. ▪ This study is limited by not being suitable for a meta-analysis.
after treatment in an ICU. To answer the primary question 'What affect does admission to an ICU have on quality of life for all patients discharged alive compared to an age and gender-matched general population?' A reliable understanding of quality of life after discharge will help inform future healthcare decisions and economics. Secondary questions include: 'Does quality of life improve with time after discharge?' 'How are quality of life studies undertaken with regard to follow-up duration, quality of life measures used and successful follow-up rates?'
METHODS AND ANALYSIS Design
This protocol is based on the PRISMA-P guidelines for systematic reviews. 2 We will carry out a systematic review of literature published in peer reviewed journals on HRQoL after discharge from an ICU.
Search methods
We will search the National Library of Medicine's PubMed electronic database (PubMed), the Cochrane database, the Cumulative Index to Nursing and Allied Health Literature (CINAHL), Web of Science and Open Grey to identify papers reporting quality of life after discharge from ICU in all languages covering January 2000 to May 2015 ( papers pre 2000 are unlikely to reflect current ICU admissions and care). We selected the search terms with advice from a medical librarian. They are broad to capture all potential studies. Our search terms are: ('quality of life' OR 'qaly' OR 'health related quality of life)' AND ('intensive care' OR 'icu' OR 'critical care' OR 'itu' OR 'intensive treatment unit' OR 'intensive therapy unit'). We will search title, abstracts and key words.
We will screen the reference lists of included studies and published literature reviews for further eligible studies. Studies identified in this manner will be examined for why the initial search terms had not identified them. If need be we will search with a new 'key word'.
Types of study to be included We will include prospective cohort studies, retrospective cohort studies, case-control studies, cross-sectional studies and randomised controlled trials. In the case of interventional studies the data will be taken from the control arm.
Data management
A reference manager programme will be used to store identified citations and their electronic text.
Study selection Studies will go through three levels of selection: title, abstract and full text (figure 1). After the PubMed search, one reviewer will screen the titles to identify potentially relevant studies. We will collect the abstracts of these studies. Two researchers will remove abstracts that clearly do not match the eligibility criteria (recording the reason why).
Two researchers will carry out a final screening process of the full-text articles to select articles that reach all our eligibility criteria. Again we will record the reason for exclusion. It is likely that at this point we will divide the studies into three groups. The inclusion of papers in each stage of the systematic review will be shown in a diagram adapted from the PRISMA statement 3 (see figure 1) .
Eligibility criteria
We will use the following eligibility criteria so that the data represents a global adult ICU population or the two subpopulations of interest. We will only use validated quality of life measures and set time points of data collection. This will allow comparison between papers. Exclusion criteria ▸ Population investigated specific to one disease or procedure or event, for example, post cardiac arrest ▸ Population investigated with an age-specific lower boundary, for example, >65 years ▸ Population investigated specific to outcome, for example, only looking at those who describe their outcome as poor/good. ▸ Reporting on same patient data set as another study.
Inclusion criteria
-In these cases we will include the study with longest follow-up. If follow-up duration is the same we will choose those with the largest initial patient cohort. ▸ Interventional study with no control group.
Data extraction
One researcher will be responsible for data extraction and a second will be consulted if data is unclear, if a consensus cannot be reached it will not be included. We will populate a piloted pre-specified data extraction table. We will extract data from the full-text article and any online supplementary data. Where there is lack of clarity in the data, we will contact the authors, if this is unsuccessful, we will exclude ambiguous data. We will extract the following information: We will record HRQoL scores for the broadest population. If the HRQoL is only reported by subgroup we will combine it (if number, mean and SD are available). If we cannot combine it we may include it as a subgroup of interest ( patients with sepsis or respiratory dysfunction) or exclude it. We will record data in maximum detail, for example, for each domain of the HRQoL system used if available.
DATA ANALYSIS Synthesis of data and data analysis
For each subgroup (general/sepsis/respiratory) and overall, we will describe quality of life after ICU in a narrative manner (and tabular if appropriate). Where possible, we will include comparisons with preceding quality of life assessments. We will describe secondary outcomes (length of follow-up, follow-up rates and mortality rates) in a narrative and tabular/graphical form (eg, graph of follow-up rates against time).
Assessment of bias and strength of conclusions Given the heterogeneity of the likely study designs and outcome measures, we do not plan to carry out a meta-analysis of the study results or statistically assess meta-biases. We will assess the papers for applicability and bias using the QUADAS-2 tool 11 as well as study size and declarations of competing interests. The strength of our conclusions will depend on the quantity and uniformity of papers support a result and the spread between them. If we have sufficient studies we may analyse the effect of time on quality of life and successful follow-up rates.
Assessment of strength of conclusions
The strength of conclusions will depend on the quantity and uniformity of results and the spread between them.
STRENGTHS AND LIMITATIONS Why is a new review needed?
We will build on previous reviews.
12-15 Elliott's and Chaboyer's reviews in 1999 and 2000, reported on papers that are now over 15 years. At this point quality of life was a new part of ICU outcome research, many studies used their own (non-validated) measures and difficult to compare. 12 13 They reported reduced quality of life in patients treated in an ICU after discharge compared to the general population and the challenge of patient retention. Adamson et al identified 34 papers published before 2003, of these 19 used validated HRQoL measures and only 3 looked at multiple time points. 14 Dowdy et al's 16 review from 2005 reported 27 studies with the most recent also being in 2003.This reported studies using validated quality of life measures. The major findings were that quality of life after discharge is less than the general public. There was a small improvement in quality of life over time and that a worse quality of life was seen in older patients with more severe illnesses. Oeyen et al 15 reported on papers between 1999 and 2009 grouped by diagnostic category. They also reported that quality of life after ICU was less good than the general population with a slight improvement in physical health but not mental over time. This review will build on the previous ones. We will look at the past 15 years of studies. We will focus on the general effect of ICU rather than the conditions that cause admission. The review will only include those with a high inclusion rate so that the results are generalisable and will only include studies using validated quality of life measures. Recent studies have longer follow-ups and so we hope to see whether the improvement in quality of life continues or reaches a plateau.
This study is limited by not being suitable for a meta-analysis. We intend to use the identified knowledge gaps to inform future research.
Dissemination plans
The review will be submitted to a peer reviewed journal in healthcare.
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